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Introduction
Spain is one of the European countries with the highest estimated number of people living with HIV, and it still has a high rate of new HIV diagnoses [1, 2] . Of an estimated 150,000 people living with HIV in Spain, 18% remain undiagnosed [3] . The annual HIV incidence is 18 cases per 100,000, and almost half are diagnosed at a late stage [2] . Late HIV diagnosis has a profound individual implication in terms of HIV-related morbidity and mortality [4] [5] [6] , as well as population implications, since it increases the risk of onward HIV transmission [7, 8] . Despite this, several studies have shown that primary care providers frequently miss opportunities to test for HIV [9] [10] [11] . Primary care providers are required to perform different preventive care tasks to achieve better quality care, one of which is screening for HIV infection. There is increasing evidence that this testing is acceptable to patients in a primary care environment and is also operationally feasible [12] , even though implementation requires training and staff support [13] . There is a need to assess the primary care providers' knowledge about HIV, and to better understand barriers to HIV testing, with the aim of contributing to a decrease in the number of undiagnosed people [14, 15] . To achieve effective control of the HIV epidemic, medical education is necessary, including updated information to primary care providers [16] .
The aim of our study is to evaluate the level of knowledge about HIV and to identify any barriers to HIV testing on the part of primary care providers in our healthcare area, using a structured questionnaire. We aim to determine if providers who had ever offered an HIV test exhibited different baseline knowledge and barrier scores, compared to those who had never offered a test. Furthermore, we evaluate whether primary care centers with high HIV testing and new HIV diagnosis rates have providers who obtain better results in the questionnaire. Finally, we aim to assess an education program, to observe whether attendance at a teaching session improves certain variables, including individual knowledge and barriers, and at a primary care center level, HIV testing, new HIV diagnoses, and late diagnosis rates.
Methods
The DRIVE study (Diagnóstico Rápido de la Infección por VIH en España, or in English 'Rapid HIV testing in Spain') was designed to investigate different aspects of HIV testing, and the FOCO study (Formación Concienciación, in English 'Education Awareness') was developed with the aim of improving the HIV screening in primary care through the promotion of [17] . We explored the variables related to primary care centers, age, gender, professional category, along with 16 items regarding knowledge of the field as well as connected barriers, plus three items related to medical practice. Items were categorized as knowledge-or barrier-related, according to an HIV expert committee. This questionnaire was administered at the beginning and end of the training sessions. For the post-training measure, only 14 items were actually used, whereas items about lack of time and difficulty with foreign languages were excluded from the post-intervention questionnaire, as they were not amenable to modification through this training intervention. Each question's score was calculated with an assigned value for each ordinal answer (1: totally disagree, 5: totally agree), obtaining a result with the sum of individual items. Answers were dichotomized into knowledge, including "present or absent," as well as barriers "present or absent," considering the null response ("neither agree nor disagree") as being inadequate (absent knowledge or present barriers) for specific analyses. Global scores per individual were obtained from a total of 100 points on questions having to do with knowledge and testing barriers.
The training program consisted of a 2-hour session accredited by the Council of the Community of Madrid, which included four modules: (1) epidemiology of HIV infection, (2) diagnostic strategies, (3) treatment of HIV, and (4) other sexually transmitted infections. After the sessions, we had an hour to review the material and complete the questionnaires. The main objective was to promote early diagnosis of HIV infection in the primary care setting by disseminating current HIV testing guidelines; another objective was to improve knowledge of current trends in prevention, diagnosis, and management of HIV infection. In each primary care center, we then analyzed the number of patients who attended, HIV tests performed, and confirmed new HIV diagnoses in the 6 months before and after the training program. We also calculated the HIV testing rate (number of HIV tests performed/estimated number of patients attending) and the new HIV diagnosis rate (new HIV diagnoses/number of tests performed) in this period. Continuous variables of interest, such as HIV testing or new HIV diagnosis rates were categorized as dichotomous for some analyses, using the mean as the cutoff point.
To ascertain the first objective, we compared primary care providers who had offered an HIV test vs. those who do not, using demographic and occupational data obtained through the questionnaire used, as well as items related to depth of knowledge and testing barriers. To evaluate the second objective, the primary care centers were categorized according to their level of HIV testing and new HIV diagnosis rates, with a comparison of the same variables. A quasiexperimental design with pre-and post-intervention measures was performed to investigate the impact of the training program for increased knowledge and reduced barrier scores, HIV testing, new HIV diagnoses, and late diagnosis rates.
Data were stored in an Excel-2011 database (Microsoft, Redmond, WA), using self-developed, automated questionnaire-reading software. Statistical analysis was performed using Stata 15.1 software (Stata Corp-LP, College Station, TX).
For descriptive analyses, we used absolute and relative frequencies, and means and standard deviations, or medians with an interquartile range (IQR). A comparison of categorical variables was performed using the χ 2 (or Fisher's exact test if necessary), and the Mann-Whitney U test was used for median comparison. The Wilcoxon test determined differences between pairs of observations. Effect sizes were estimated using Cohen's d, and the confidence interval (CI) 95% was used. We created a binary logistic multivariable model to assess the relationship between variables for the HIV testing offer. All probabilities were two-tailed, and a p value of <0.05 was considered to indicate statistical significance.
Results
Among 630 primary care providers working in the 20 primary care centers of the Ramón y Cajal basic health area, 454 (72%) attended the training sessions (mean of 23 for each primary care center). Of these, 344 (76%) filled out the initial questionnaire, with women making up 91.7% of respondents, having a median age of 51 years (IQR 43-56). In addition, 59% were medical doctors, 39% were nurses, and 2% were nursing assistants. Of the total who completed at least one questionnaire, 75.1% offered an HIV test in the past (96.7% doctors, 39.5% nurses, and 14.3% nursing assistants), and 98.4% reported acceptance by patients. Moreover, 98% answered that it would be useful to have a tool to identify patients with an indication for HIV testing. The mean score of the question relating to HIV risk assessment in daily practice was 3.18 (3.07-3.29), while only 25% (20-29%) of respondents are aware of national HIV testing guidelines. Lack of time was considered to be one of the least perceived barriers, with a mean score of 1.89 (1.80-1.98), and difficulty with foreign languages was considered to be one of the most perceived barriers, with a mean score of 3.31 (3.20-3.42). Table 1 shows population characteristics, as they answer "yes" or "no" to the question "Have you ever offered an HIV test?" Primary care providers who previously offered it had better scores in knowledge-related questions (p<0.001) and lower scores in barrier-related questions (p<0.001). Further, 96.7% of medical doctors had offered the test, compared to 39.5% of nursing staff (p<0.001). In the multivariable analysis, after adjusting for professional category, having ever offered an HIV test was independently associated with greater knowledge (p = 0.027) as well as reduced barrier scores (p = 0.005). The interaction between professional category and knowledge and barrier scores was fully explored, but found no correlation (p = 0.570 and p = 0.550, respectively). Differences by professional category (medicine or nursing) are shown in Table 2 , with nursing assistants excluded from the analysis. There were no differences between groups in gender or age, while nurses were more likely to have higher score on barrier items (OR 3.28; CI 95% 2.01-5.46; p<0.001), and reduced scores on knowledge items (OR 0.28; CI 95% 0.17-0.46; p<0.001).
Profile of primary care providers who offer the HIV test
Relationship between primary care centers' baseline HIV testing, new HIV diagnosis rates, and primary care providers' knowledge and associated barriers to HIV testing Table 3 shows differences between primary care centers, categorized according to the HIV testing rate and the new HIV diagnosis rate, using the mean as the cutoff point. There was a 
Baseline knowledge and barriers according to the OptTEST questionnaire and the impact of the training program
Before the intervention, we found adequate knowledge levels for most of the questions in the OptTEST questionnaire, with an overall mean score of 84.7 out of 100 points. However, barriers to HIV testing were identified in a large proportion of primary care providers, with an overall score of almost 50 points. Only two of the knowledge-related items were considered "absent knowledge," with a median score below the cutoff point. They inquired about the need to offer the HIV test, although the patient does not request it (2.04 ± 0.99), and the lack of HIV transmission in patients with an undetectable viral load (1.93 ± 0.91). The main barriers included the difficulty in exploring risk practices and HIV-indicator conditions, which also involves the perceived barrier of a lack of HIV training. The effect of the training program on both knowledge level and barrier scores was assessed in a total of 84 matched questionnaires. The baseline characteristics of the subset of paired OptTEST questionnaires were similar to those of the overall population analyzed, with 91.7% women, a median age of 51 years, with 59% physicians and 39% nurses. Table 4 shows the mean difference for each question before and after the teaching intervention. Statistically significant differences were found in most items (12 out of 14 questions). In this way, the overall mean score in provider's knowledge was higher (mean difference 6. A median number of 6,226 persons visited every health center in both periods that we studied, 6 months before and after the training program. There were 22 new HIV diagnoses (11 in each period). After finishing the training program, we found a higher HIV testing rate (OR 1.19; CI 1.02-1.42; p = 0.036). In addition, we found a trend towards a decrease of advanced HIV disease presentation (OR 0.13; CI 95% 0-1.15; p = 0.092), defined as the presence of a CD4 count of <200 cells/μl at diagnosis, although it was not statistically significant. No significant differences were observed, either in the number of new HIV diagnoses or in the new HIV diagnosis rate. We summarize these data in Table 5 .
Discussion
This study highlights how rates of HIV testing and new diagnoses are influenced by providers' knowledge about the disease itself and the barriers in testing it. Furthermore, it demonstrates the possibility of modifying knowledge and reducing perceived barriers through educational programs. This research was carried out in the Ramón y Cajal basic health area, with broad participation of the total primary care staff, which sees adequate levels of knowledge in most items of the OptTEST questionnaire, yet some barriers to HIV testing are still seen in this setting. Almost all respondents report good acceptance after offering the HIV test, similar to other studies in primary care [18] ; this is more positive than indicated in other settings, such as emergency services [19] . Despite this, low HIV testing rates are still seen in primary care centers of this health area [20] We question knowledge-related parameters, in which there could be more improvement, about indications for HIV testing and HIV transmissibility in patients with an undetectable viral load. This should instigate reflection about the need to implement other measures, while taking into account that more than half of the total new HIV cases are diagnosed at primary care centers in this health area [21] .
When examining barriers to testing, our study shows that primary care staff are aware of the need for more training on HIV to address the fear of patient questions; this is also to encourage enquiring about possible risk behaviors and considering HIV-indicator conditions in daily practice. Previous data suggest that primary care providers are inconsistent in their practice in relation to screening and identification of HIV-risk behaviors during brief consultations. Systematic screening for HIV risk would reduce variability and increase detection of risk behaviors [22] . Other work indicates structural reasons, e.g., lack of time to explain being the main barriers to screening [15] . However, we do not find this barrier in our health area, with less than 20% of staff indicating it is a concern. Global scores of the OptTEST questionnaire are useful in evaluating the effect of any intervention that promotes HIV testing; we mainly distinguish between primary care providers who had ever offered an HIV test from those who did not. The lack of experience and training is the main concern among respondents who had not previously tested patients for HIV: this underlines the importance of developing targeted education programs. This has also been identified in previous work, in which respondents perceive that necessary financial resources are already available, but that implementation of educational strategies could be helpful as well [23] . Periodic training of primary care providers is essential; they work in a strategic setting in the health system, and their mission is to carry out tasks for both health promotion and prevention: this would foster early HIV diagnosis in a large percentage of people living with undiagnosed HIV infection. Several studies are now being conducted on the development of education strategies, with the objective of improving HIV prevention with the use of pre-exposure prophylaxis (PrEP) [24, 25] , although few studies are focused on primary care. Some educational interventions in other settings, such as Sexual Health in Practice (SHIP) in the UK [26] , or the US network of AIDS Education and Training Centers (AETCs) [27] , demonstrate a significant and sustained increase in HIV testing on the part of primary care providers in the absence of financial incentives. This training addresses barriers to HIV testing as expressed by participants, with a strong indication for strategies to overcome them. We must address providers' perceptions, related to the local context, to promote new, routine clinical practices [28] .
Nearly all primary care providers who complete the questionnaire considered it useful to have a tool to identify patients with an indication for HIV testing, which would overcome some current barriers. Different tools are being developed for this purpose, such as the creation of questionnaires to evaluate risk behaviors and HIV-indicator conditions [29] [30] [31] ; this would facilitate a decision about the test offer. Exhaustive directed screening might achieve similar or better HIV diagnosis rates than non-directed or universal screening; it is more focused, and uses fewer resources than universal screening while maintaining a predictive negative value of 100% [32] .
In our study, 39.5% of nurses requested an HIV test at some point in their careers, which is a lower percentage than medical doctors (96.7%, p<0.001). In addition, they scored lower in knowledge-related items and higher in barrier-related items (p<0.001) than physicians. The nursing staff are a professional group with high level of contact with patients, and have a key role, not only in terms of delivering care for people living with HIV, but in prevention and diagnosis, detecting risk behaviors, and carrying out screening protocols. In our setting, some studies show the role of HIV specialist nurses [33] , although adequate information on their role in the primary care population is not available. Attitudes towards HIV screening have been studied in the nursing staff, with the aim of understanding variables that influence them. This is essential to establishing measures to change negative attitudes and promote better health care [34] . The need to implement measures for this population is evident, which would improve their understanding about the infection and barriers to screening.
There are several limitations to this study. The effect of the intervention was not evaluated by a randomized controlled trial. There was good participation of primary care providers, even though it did not reach 100%. This could lead to a selection bias; therefore, the paired responses obtained could correspond to individuals with greater motivation. The effect of the education program was measured 6 months post-intervention; it is thus necessary to conduct studies to assess long-term effects. The low prevalence of HIV in our area could affect the analysis, but training strategies may also be of value in lower prevalence areas, as late HIV diagnosis is more common [35] . We should deliver these strategies, but it is not yet clear what the best implementation would be in clinical practice. We do not have enough evidence to know if training will be sufficient, as our results only show a moderate reduction in those diagnosed with a CD4 count of <200 cells/μl and no difference in the number of new HIV diagnoses (or the new HIV diagnosis rate). Other interventions could reduce late diagnoses and increase the number of new HIV diagnoses. Further investigation into educational interventions with patient-oriented programs is required to understand long-term effects, and whether they can impact late HIV-infection diagnosis.
Three of the main findings of this work point in the same direction. First, as previously discussed, primary care providers who had offered an HIV test show significantly higher knowledge and lower barriers scores, regardless of their professional category. Second, there is an association between primary care centers with higher scores on knowledge-related questions and increased HIV testing, and new HIV diagnosis rates. Finally, we look at how training intervention improves global knowledge and barrier scores. This highlights the relevance of training in reducing low HIV testing rates, current high late diagnosis rates, and in the search for more effective ways to combat the HIV epidemic.
Our data support the conclusion that educational programs can lead to changes in primary care providers' behavior. These programs are crucial to achieve enhanced screening and new-HIV diagnosis rates, and reduce undiagnosed HIV infection.
